A scotopic electroretinogram with an a-wave amplitude larger than the b-wave amplitude traditionally is termed 'negative'. Six male patients with negative photopic electroretinograms were examined; three of them suffered from progressive cone dystrophy, in which negative electroretinograms are unusual. Another patient without symptoms was the brother of a patient with cone dystrophy. These patients are compared with others who characteristically have negative electroretinograms -one patient with incomplete congenital stationary night blindness and another with X linked congenital retinoschisis. Differential diagnosis between these unusual cases of cone dystrophies and X linked retinoschisis or congenital stationary night blindness was possible with funduscopy, adaptometry, and evaluation of progression, but not with the electroretinogram. Inner retinal defects may occur in cone dystrophies as indicated by the negative electroretinogram. The waveform variations between our patients may be due to different inner retinal defects. The findings in two brothers indicate that cone dystrophy and inner retinal defects may be inherited separately. (BrJ Ophthalmol 1993; 77: 404-409) Cone dystrophies are a group of diseases involving the function of retinal cones in various ways. I2 Several different primary defects within the retina seem to exist: degenerations can be separated according to the retinal area and cone types affected. Different involvement of central and peripheral cones has been described.34 Recently selective cone dystrophies affecting only one or two cone types have been separated from generalised cone dystrophies.5'7 In inherited retinal degenerations, however, the location of the primary retinal defect has always been attributed to the photoreceptor-retinal pigment epithelium complex.2 Occasionally electroretinographic findings were described, that indicated a dysfunction of inner retinal layers in cone dystrophies,8'-yet, these findings were ignored. In those cases the bwave was severely reduced compared with a normal or moderately reduced a-wave, resulting in a 'negative' photopic electroretinogram." Similar electroretinograms were seen in incomplete congenital stationary night blindness,'2-" and X linked congenital retinoschisis.'718
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We analysed retrospectively the records of three patients who suffered from cone dystrophies, had a negative photopic electroretinogram, and in whom X linked retinoschisis and congenital stationary night blindness could be excluded. The patients are compared with patients with incomplete congenital stationary night blindness and X linked retinoschisis.
Electrophysiological methods
The electro-oculographic technique was as described by Rhode et al." The normal range of the light peak/baseline ratio was 187 (SD 36)% (±2 SD); therefore the lower limit of the normal range was 151%.
The electroretinographic recording method has been described in detail.'820 The recording protocol includes all stimuli specified by the 
Visual acuity at the last follow-up examination, refraction, and the light rise of the electro-oculogram is given for both eyes separately. Table 1 for comparison with the patients described in the literature. CASE 1 In case 1 the a-wave amplitudes were borderline at lower stimulus intensities and subnormal at the higher stimulus intensities when dark adapted. The b-wave amplitudes were reduced at all stimulus intensities and therefore the b/a ratios were borderline. When light adapted, the a-wave amplitudes were normal, but the b-wave amplitudes and b/a ratios were severely reduced. The 30 Hz flicker amplitude was reduced. The awave latencies were normal, the b-wave implicit times were delayed at dark adaptation. CASE 4 In case 4 the a-wave amplitudes were normal at all recording conditions. The b-wave amplitudes were normal at lower stimulus intensities when dark adapted. They were reduced just below the lower limit of the normal range at high stimulus intensities when dark adapted and under light adapted conditions. The b/a ratios were reduced when dark adapted. When light adapted, they were borderline at lower stimulus intensities and reduced at maximum stimulus intensity. The latencies and implicit times of a-and b-waves were normal. The 30 Hz flicker response was within the lower normal range.
CASE 5
Case 5 had normal a-wave amplitudes at dark adaptation and large amplitudes at light adaptation. The b-waves were reduced in all stimulus conditions and so were the b/a ratios. The b-wave implicit time was short (27 ms) at the highest stimulus intensity when dark adapted and was normal in all other recordings. The 30 Hz fficker response was severely reduced. Light intensity (log I cd.s/m2) Figure 4 Light adapted a-wave amplitudes in patients with negative photopic electroretinograms. Forfurther explanation see Figure 3 .
Light intensity (log cd.s/m2) Figure 6 Light adapted b-wave amplitudes in patients with negative photopic electroretinograms. Forfurther explanation see Figure 3 . Collection ofthe fee has long been fraught with difficulty. A Tudor surgeon advised that 'It is surer to be paid while the patient is not entirely well, as the outstretched hand may be drawn back after cure is complete.' This advice is hard to follow nowadays. For one thing, the ophthalmology private patient would be unable to write the cheque until the dressings came off.
The Tudors did have a system of legal redress, though. In 1537 Dr Andrew Boorde petitioned for the sum of £53, 'in money, cloth and two horses' which was owed to him. As the average annual wage was £2, Boorde could have hung up his instrument case and retired had he got it. Fortunately for medicine -as his later writings
